Objectives: Because endovascular aneurysm repair has become a predominant alternative, it has a high profile how to train young vascular surgeons in open surgery. The objective was to analyze the learning curve and determine the number needed to treat to establish sufficient surgical skills of open surgery for intact abdominal aortic aneurysm.
Objectives: Because endovascular aneurysm repair has become a predominant alternative, it has a high profile how to train young vascular surgeons in open surgery. The objective was to analyze the learning curve and determine the number needed to treat to establish sufficient surgical skills of open surgery for intact abdominal aortic aneurysm.
Methods: This was a retrospective study of a prospectively accumulated database at Asahi General Hospital in Japan between 2003 and 2017. A total of 562 consecutive patients who underwent open repair for intact abdominal aortic aneurysm or iliac artery aneurysms either by an attending surgeon or by six young vascular surgeons (>20 experiences) were included. All young vascular surgeons had accomplished general surgery training. Analysis was conducted by every 10-cases experience performed by young vascular surgeons (Y group) to investigate the learning curve. It was also compared with those by an attending surgeon (A group), regarding preparation, clamp, and total operation time as primary outcomes to evaluated surgical skills as well as postoperative complications.
Results: Six young vascular surgeons treated 232 cases (50, 42, 40, 36, 33, and 31 per person) , and an attending surgeon 330 cases. Patients background including age, sex, other cardiovascular risk factors, maximal diameter, and hostile abdomen, as well as surgical procedures (straight or bifurcated and adjuncts such as branch implantation) were comparable between the two groups. There was a clear trend of the learning curve in the Y group that, preparation, clamp and total operation time reduced every 10-cases experience (P < .05 for each; Fig) . Intraoperative blood loss was constant (416 6 219 mL). As a control, mean time for preparation, clamp, and total operation of an attending surgeon was 72 6 30, 48 6 10, and 231 6 59 minutes, respectively. In the Y group, preparation, clamp, and total operation time reached the attending surgeons level in 10, 30, and 10 cases, respectively. In the course of learning curve, complications were not increased by immaturity (Clavien-Dindo grade I, 9.5% vs 12%; grade II, 11% vs 14%; grade IIIa, 0.86% vs 0.3%; grade IIIb, 1.7% vs 3.3%; grade IVa, 0.86% vs 2.7%; and grade V, 2.2% vs 2.4% for Y and A groups, respectively). Postoperative hospital stays and total hospitalization costs were not significantly different between the Y and A groups.
Conclusions in a single tertiary referral hospital in The Netherlands were eligible. All measurements were performed on center-lumen line reconstructions obtained on dedicated software. The primary end point was clinical success. Neck-related events (a composite of EL1A, neck-related secondary intervention or migration >5 mm), secondary interventions, neck morphology changes, and survival were also assessed.
Results: The study included 277 patients (156 Endurant; 121 Excluder). Median follow-up was 5.84 years (range, 0.10-12.38 years) and did not differ between groups (P ¼ .184). Preoperative computed tomography scan of adequate quality for anatomic assessment was obtained in 270 patients (150 Endurant; 120 Excluder Abstracts
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